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Questionnaire 


Would you please take a moment to help us evaluate our work by answering a few ques- 


tions? 

1. Please check the category that best describes the primary focus of your organization. 
O Women’s issues O Health Ey Cer. s....-..- 
OO Education Cl Ree Rr tere entrees 
0 Media OO Business 
0 Youth O Population/family planning 
O Development OF Environment 


2. How do you rate the content and presentation (layout and graphics) of the report? 


Content: OO Excellent O Good OO Fair OO Poor 
Presentation: O Excellent fl 2500d CT Fair ie OOr 
Comments: 
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3. How do you plan to use the information contained in this report? You may check more 


than one. 

O Reference in daily work OF Project/program design 
O Writing reports/speeches | 0 Training/workshops 

0 Pass it to library 0 Conferences 

OF Policy development EISOUMer: s.., eee 


4. How well has this booklet explained the advantages and disadvantages of various 
contraceptive methods? 


OF Very well O To some extent 0 Notatall 
Comments: 
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5. Are the “Rumors” and “Realities” about contraceptives appropriate and informative? 
O Very approp./infor. .- 1 Somewhat approp./infor. O Notatall 
Comments: | 

6. 


Although this booklet contains medical and scientific information, it has been written for a 
nontechnical audience. How understandable is the booklet? 

O Very understandable O 
Comments: 
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January 29, 1999 


Dear Colleague, 


The Population Reference Bureau (PRB) has just produced Contraceptive Safety: Rumors and Realities, 
second edition. This booklet is a resource guide on contraception for policymakers, program managers, 
service providers, and others needing accurate information on contraceptive methods. 


It answers questions about contraception, such as: What are the advantages, disadvantages, risks, and 
benefits of each method? How do the potential risks compare with those associated with pregnancy and 
childbirth? Given each individual’s unique medical profile, preferences, and personal situation, which 
methods are the most appropriate for her or him? 


The new edition is based on the latest scientific research and provides up-to-date information on the 
safety of contraceptive methods. Each contraceptive method is described, along with its advantages and 
disadvantages. Common rumors about methods are given, along with the scientific “reality.” The booklet 
includes new information about contraceptive implants, emergency contraceptive pills, female condoms, 
and the lactational amenorrhea method. It also discusses postpartum contraception, and whether methods 
protect against sexually transmitted infections, including HIV/AIDS. 


We hope that you will find Contraceptive Safety: Rumors and Realities informative and useful. We would 
appreciate your completing the enclosed questionnaire, which provides important feedback for our 
programs. If you would like additional copies of Contraceptive Safety: Rumors and Realities, please use 
the order form on the back of the questionnaire and return it to PRB or send an e-mail to 
prborders@prb.org specifying the language, number of copies, and where the order should be sent. 


Sincerely, 


Asn 4] 


Alene H. Gelbard, Ph.D. 
Director 
International Programs 


Introduction 


When modern contraceptives, such as the oral contraceptive and the intrauter- 

ine device (IUD), became available more than 35 years ago, excitement pre- 
vailed about their potential to prevent unintended pregnancies, while concerns 
were also raised about their long-term safety. Not surprisingly, the first genera- 
tion of contraceptive technologies brought unanticipated risks and benefits. 
Since that time, these methods have been reformulated and redesigned to 
increase their safety and effectiveness. Indeed, contraceptive drugs and devices 
have been, and continue to be, subjected to extensive worldwide research to 
expand our knowledge of their safety. This research has documented uuu 
many of the unanticipated benefits of methods, such as protection against 
certain cancers. 

Yet, memories of problems with earlier methods—which received 
worldwide publicity—remain long after those methods have been dis- 
continued or improved. Some people — health providers as well as clients 
and nonusers — understandably confuse today’s methods with the earlier 
methods of the same category (for example, oral contraceptives). In addi- 
tion, misperceptions, false rumors, and even inaccurate media reports 
about currently available technology, have contributed to confusion 
about the safety of current methods. 

Although modern methods of contraception are safe and effective for 
most people, legitimate questions continue to be raised. What are the 
advantages, disadvantages, risks, and benefits of each method? How do 
the potential risks compare with those associated with pregnancy and 
childbirth? And, given each individual’s unique medical profile, prefer- 
ences, and personal situation, which methods are the most appropriate? 

The information in this booklet helps answer these questions and is 
intended as a resource guide on contraception for policymakers, program 
managers, service providers, and others needing accurate information on 
the risks and benefits of contraceptive methods. It is based on the latest 
scientific research and has been reviewed by family planning providers, 
experts in contraceptive technology, and women’s health advocates. Each 
method is described along with its advantages and disadvantages. In 
addition to the method’s contraceptive effectiveness, other health benefits of 
methods are explained under “ Advantages.” Conditions that would generally 
prohibit use of a method are explained under “Medical Risks,” along with pos- 
sible complications related to its use. Other potential problems that may affect 
users, but which are not medical contraindications, are explained under “Side 
Effects” and “Other Drawbacks.” Common rumors about methods are given, 
along with the scientific “reality.” 
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Figure 1 


Contraceptive Use by Region and Method Among Currently 
Married Women, Ages 15-49 
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Note: Due to rounding, totals may not equal 100%. 


Source: United Nations Department for Economic and Social Information and Policy 


Analysis, Population Division, Levels and Trends of Contraceptive Use as Assessed in 1994 (New 
York: UN, 1996). 


Family Planning Saves 
Lives and Promotes Health 


Each year more than 585,000 women die from complications of pregnancy, 
childbirth, and unsafe abortions. Ninety-nine percent of these deaths occur in 
developing countries.! While not all maternal deaths are predictable, women 
whose health is already compromised and those who are at the beginning or 
end of their reproductive lives are at higher risk. Unintended and unwanted 
pregnancies may also increase a woman’s health risk. About 50 million abor- 
tions take place each year. Almost half of these abortions take place in unsafe 
conditions, resulting in at least 75,000 maternal deaths. One in eight maternal 
deaths is due to abortion-related complications, and 90 percent of these deaths 
occur in developing countries. Helping women and their partners use family 
planning to avoid risky, as well as unintended and unwanted pregnancies, 
would save many of their lives; at least 25 percent of all maternal deaths could 
be prevented in this way. 

Children’s lives can also be protected through family planning. Children in 
poor countries whose mothers have died are themselves more likely to die. In 
addition, on average, a child born less than two years after the last birth is twice 
as likely to die as a child born after an interval of at least two years. If all births 
were spaced two or more years apart, an average of 25 percent of infant deaths 
could be avoided in the developing world.4 

Finally, in the face of the pandemic of sexually transmitted infections (STIs), 
including the human immunodeficiency virus/acquired immune deficiency 
syndrome (HIV/AIDS), condoms provide effective protection when used cor- 
rectly and consistently. Today, family planning counselors should inform clients 
if the method they select protects against STIs, and advise clients at risk of the 
benefits of using condoms alone or with another method to protect against STIs. 

Worldwide, there is a large unmet need for family planning. Experts esti- 
mate that more than 120 million married women in developing countries want 
to limit or space future pregnancies but are not using contraception. Millions 
more couples need more effective or appropriate methods. Adolescents, both 
married and unmarried, often have difficulty obtaining access to family plan- 
ning services and are less likely than older women to use contraception. In 
international surveys, women say they do not use family planning because they 
fear health and side effects, lack sufficient knowledge about methods, and do 
not have access to the methods they want. Some women do not come to clinics 
or do not return if they are treated rudely or have to wait too long. Sociocultural 
barriers, such as husbands’ disapproval, limited decisionmaking powers for 
women, and family pressure to have more children also inhibit women from 
practicing family planning.° 

Improving interactions between clients and providers, reducing waiting 
time for services, and offering clear explanations of the use, side effects, safety, 
and effectiveness of contraceptive methods will reduce some of these barriers to 
use and help individuals make informed choices about family planning. 


Table 1 
Comparison of Death Risks from Pregnancy and Childbirth 


and from Use of Family Planning Methods 


Women’s Risk of Death from Pregnancy and Childbirth‘ 


Maternal deaths per Lifetime risk of 
Region | 1000,000 live births maternal death 
———OO TMU 
World 430 1 in 60 
More Developed er 1 in 1,800 
Developing : 480 1 in 48 
Africa : | 870 1 in 16 
Asia 390 1 in 65 
Eastern Europe 62 1 in 730 
Western Europe — 17 1 in 3,200 
Latin America/Caribbean 190 1 in 130 
NomnAmenca 141 1 in 3,700 


Oceania : : 680 1 in 26 


] aS Z Deaths per y _ 7 Risk of death 
1 V00,000 Users in one year 


1 in 66,700 
11m 200,000. 
1 in 28,000, 


1 in 1,700. 


ae <i Ly Lect CC; 
IUD (per year) Lh 119 10,000,000 
Diaphragm, cond Ly 
Fertility awarenes fe) 


Female sterilizatio 
laparoscopic tul 
Male sterilization - 


C2 ti 38500 
1 in 1,000,000 


Other Risks of Dea in the ‘United States 
(Men and women ofa ages er ee a 


Motorcycling in 000 


Ce 


Automobile driving yy 16a iin 8,800 
Continuing the pregnanoy Yop 
(risk per pregnancy) = LOWY) 1 in 10,000 


The deaths indicated from use of contraceptive methods are due to the method only; there are 
adaltional risks of death from pregnancy and childbirth or AIDS resulting from method failure. 


Sources: 
1. World Health Organization and UNICEF, Revised 1990 Estimates of Maternal Mortality, A New Approach by 


: WHO and UNICEF (Geneva: World Health Organization, April 1996): 6. 


4. Kk. A. Hatcher, et al., Contraceptive Technology, 17th ed. (New York: Ardent Media, Inc., 1998): 230. 


Contraceptive Safety 


Research indicates that the relative risk of dying from use of modern methods 
of contraception is far less than the risk of death associated with pregnancy and 
childbirth. Table 1 shows that while some contraceptive methods increase a 
user’s risk of death, these risks are very small compared to the risks of dying 


from pregnancy-related causes. The table also shows 
that the risks associated with preventing pregnancy 
are small compared with common activities such as 
driving a car or motorcycle in the United States. The 
data in Table 1 are based on family planning use in 
the United States only as there are no reliable 
sources of data on method risks for developing 
countries. Yet results from a limited study in 
Indonesia and Egypt are consistent with the table. 

The ideal family planning method —one that is 
absolutely safe for all users, 100 percent effective, 
convenient, inexpensive, reversible, and does not 
interfere with sexual intercourse—has not yet been 
developed and may never be. However, there is now 
a wide range of contraceptive methods available 
that are safe and effective for most women and men. 
Major improvements, including increased safety, 
effectiveness, ease of provision, and decreased side 
effects and costs have reduced problems (see 
Table 2, p. 8). The variety of contraceptive choices 
that exist today can meet most women’s and men’s 
reproductive needs. Further, some of the methods 
carry additional health benefits, such as reductions 
in the risks of certain cancers, anemia, and STIs, 
including HIV/AIDS. 

While scientific research has helped improve the 
quality of contraceptives, family planning programs 
can influence method use by improving service 
quality and accessibility. Services can be improved 
by ensuring that clients have sufficient information 
to make an informed, voluntary choice of method. 
This includes: an understanding of the effectiveness 
and correct use of the method, possible side effects, 


Figure 2 
Effectiveness of Contraceptive Methods 
(Range of Failure Rates) 
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Figure 2 shows rates of effectiveness of contraceptive methods for users of that method 
during the first 12 months of use. The bars show the range of effectiveness for each 
method. The highest levels of effectiveness are for the method as used correctly and consis- 
tently. The lowest levels of effectiveness shown are for methods as they are commonly used 
(average use). 


Sources: R.A. Hatcher, et al., Contraceptive Technology, 17th ed. (New York: Ardent 
Media, Inc.: 1998); R.A. Hatcher, et al., Essentials of Contraceptive Technology 
(Baltimore: The Johns Hopkins School of Public Health, Population Information 
Program, 1997). 


health risks and benefits, signs and symptoms indicating the need to return to 
the clinic, information about the return to fertility after discontinuation of the 


method, and information about protection against STIs. 


Table 2 
Improvements in Modern Contraceptive Methods 


1960 1998 


Te 


Hormonal Methods 


Mabie eet AA i I ESSE SES 


High-dose pills Low-dose pills 
Progestin-only pills 
Emergency contraceptive pills 
90-day injectable (DMPA) 
60-day injectable (NET EN) 
30-day injectables (Cyclofem, Mesigyna) 
Implants (Norplant®) 


ee 


intrauterine Devices 


IUDs New Generation IUDs 
(Copper, hormone releasing) 


Barrier Methods 


Condoms (male) : Male latex and plastic condoms 
Diaphragms, foams & jellies Female synthetic condoms 
: Diaphragms (new silicone variety) 
New cervical cap 
New vaginal sponges 
Spermicides (tablets, film, gels, foam) 


Sterilization 
Female sterilization Female sterilization 

melon sulgeny) /777//7// (laparoscopy, minilaparotomy) 
Male sterilization Male sterilization 


(vasectomy) . Lo (no-scalpel and regular vasectomy) _ 


Fertility Awareness-Based Methods 


es Ly Several methods ; 
(rhythm and temperature) (Cervical mucus, temperature, symptothermal, — 
: lactational amenorrhea) - " 
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Oral Contraceptives 


a 


About 93 million women worldwide use combined oral contraceptives (COCs), 
often known as “the pill.”” These contraceptives are composed of synthetic 
female hormones similar to natural estrogen and progesterone. These hormones 
act together to prevent ovulation—the release of an egg once a cycle. If taken 
according to directions, oral contraceptives are highly effective —99.9 percent of 
couples using the method correctly and consistently during one year will avoid 
pregnancies.* As commonly used, COCs are about 95 percent effective.? 


Advantages 


Main Benefits—Pills are highly effective, safe, and reversible. The most 
recently developed oral contraceptives contain low doses of hormones. The use 
of pills does not interfere with a couple’s intimacy. When a woman wants to 
have a child, she simply has to stop taking pills to regain her fertility. 

Protection Against Major Medical Problems — Pills have important health 
benefits in addition to their contraceptive effect. First, long-term use of pills can 
reduce a woman’s risk of developing endometrial cancer by 80 percent.!® 
Second, women who use pills for at least two years have a 40 percent lower risk 
of developing ovarian cancer than women who do not use them." Third, pills 
offer protection against other diseases including symptomatic pelvic inflamma- 
tory disease (PID), and some benign breast disease.!? Pills have also been used 
in the prevention and treatment of endometriosis.!3 The reduced menstrual flow 
most women experience while using pills protects against anemia, a common 
problem in developing countries. Because of their efficacy in preventing preg- 
nancies when used correctly, pill users also benefit from protection against 
ectopic pregnancy — the life-threatening development of a pregnancy outside 
the womb. 

Other Positive Effects— Many women find that pill use regularizes their 
menstrual periods and reduces menstrual cramps. Some pills have been shown 
to have a positive effect in treating acne. 


Disadvantages 


Medical Risks— The estrogen-type hormones in COCs can cause subtle — 
and usually insignificant—increases in blood pressure in women, but such 
increases are not considered significant risks. Nonsmoking women of any age 
who use modern, low-dose pills are generally not at risk of cardiovascular prob- 
lems.'¢ 

Women using pills do have slightly increased risks of blood clots and cer- 
tain types of stroke compared with nonusers, although the overall risk is low 
and disappears when pills are discontinued.!” Women over age 35 who smoke 
or who currently have high blood pressure, or who previously had a stroke, 
heart attack, or blood clots would be at increased risk for these cardiovascular 
problems if they use pills and are therefore advised to use another method of 


contraception.'® 


Rumor — “The pill is a strong, danger- 
ous drug and using it can permanently 
harm a woman.” 


Reality — The earliest pill, developed in 
the late 1950s, contained much higher 
doses of synthetic estrogen and proges- 
terone than are now commonly used. 
The hormone dosage in many of today’s 
COCs is close to the lowest level neces- 
sary to achieve protection against preg- 
nancy. Oral contraceptives have now 
been extensively tested and evaluated 
and have been found to be safe and 
effective for most women. 


Rumor — “Use of the pill will cause 
infertility.” 


Reality — There is no evidence that oral 
contraceptive use decreases future fer- 
tility. After stopping use of pills, there 
may be a short delay of one to three 
months in the return of ovulation and 
menstruation. 


Rumor — “The pill causes cancer.” 


Reality — This issue is complicated and 
under constant study because there are 
many kinds of cancers. There is no con- 
clusive evidence showing that pills 
cause cervical or breast cancers. 
Research has, in fact, shown that oral 
contraceptives offer protection against 
ovarian and endometrial cancers (see 
Box 2, p. 12). 


Rumor —“A woman should stop using — : Women who have breast cancer or active liver disease, such as hepatitis, 
the pill after a year or two to give her - may make their problems worse if they begin taking oral contraceptives, so they 
a a ‘rest’ from the hormones.” ‘should use another method of contraception. 2 

: Extensive reviews of the medical literature on breast cancer and oral con- 
traceptives has determined that pill use is associated with a small increased risk 
of developing breast cancer, but this increase, if any, is restricted to current or 
recent users”? (see Box 2, p. 12). 


Reality — There is no evidence that 
women Biting pills should stop taking 
them periodically to ‘rest’ their bodies. 
In fact, the increased risk of pregnancy 
that occurs when a woman stops taking 
pills is much more of a health risk than 
continuing to take them. Bowl 

: Progestin-only Pills (“minipills” or POPs) 


Progestin-only pills (POPs) are different from combined oral contracep ~~ 
tives (COCs) in that they contain only a progesterone-like hormon 
instead of both progesterone and estrogen. POPs prevent pregnancy b 
suppressing ovulation in many women. 1 They also alter the cervic 
mucus, making it difficult for sperm to enter the uterus. They are used b 
only a small proportion of women who use hormonal contraception. — 
Progestin-only pills are slightly less effective than COCs: 99.5 percent — 
effective if used correctly and consistently and about 95 percent if used | 
typically.? Like COCs, progestin-only pills can be used for emergency con- | 
traception (see p. 13). | 
Women who cannot use COCs because they smoke or are at risk for 
cardiovascular problems like high blood pressure may be able to use prog- : 
estin-only pills. Some women do not like using POPs, because while using 7 
them the menstrual cycle becomes irregular or stops. Although this is not a 
risky and does not present health propieus it can be distressing to some 


Women who breastfeed can use pee nly pills because unlike : 
COCs, use of POPs does not reduce the quantity and quality of breast milk | 
(see Box 3, p. 14). Indeed, because breastfeeding can also protect against : 
pregnancy, use of progestin-only pills while Coes vito See 
nates the risk of Boers: Mey, y , 


Sources: i oT PGs 

1. Family Health Gimetonal Mechanisms of the Conaeaeertiee eas of Hormonal Methods and vais 
Intrauterine Devices (IUDs) (Research Triangle Park, NC: Family. Health International, April 1998). 

2. R.A. Hatcher et al., Contraceptive Ty, 17th ed, ae York: Ardent Media, Inc., 1998). 
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Side Effects — Possible side effects include menstrual spotting or missed 
periods, nausea, mild headaches, breast tenderness, slight weight gain or loss, 
and mood changes. In some countries as many as 50 percent of women who 
start taking pills stop within one year, primarily because of these side effects.22 
Most side effects are temporary and those who are adequately counseled about 
side effects and offered support are less likely to drop the method. 

Other Drawbacks — Pills must be taken every day. If not, a woman may risk 
pregnancy depending on how many and when pills were missed. Some women 
may have difficulty remembering to take pills, and lack of access to a regular 
source of supplies or an increase in cost can lead to irregular pill taking. Clients 
need to be counseled on what to do if they miss pills, as well as be informed 
about emergency contraceptive pills (see p. 13) Also, pills (like all hormonal 
methods) do not protect users against STIs, including HIV, so those needing STI 
protection should consider using condoms in addition to pills. COCs can 
reduce a mother’s milk supply, so breastfeeding mothers are advised not to use 
these pills within the first six months after giving birth (see Box 3, p.14, and 
Table 4, p. 29). 


Rumor — “Your baby may be damaged 
if you have used the pill.” 


Reality — This issue has been widely 
studied and evidence from several 

reports shows that a child conceived 
during or after a mother’s use of oral 
contraceptives is no more likely to be 
harmed than the average newborn.2! 


Rumor — “Use of the pill increases the 
risk of getting or spreading HIV.” 


Reality — This is still being studied. 
Most importantly, the pill does not pro- 
tect against HIV infection, so condoms 
must also be used for protection. 


Box 2 
Combined Oral Contraceptive Pills and Cancer 


Cancer is not a single disease — there are different types of cancer that affect 
different parts of the body. It has been shown that combined oral contra- 
ceptives (COCs) provide protection against two of the four major female 
reproductive cancers: cancer of the ovary and cancer of the endometrium 
(lining of the uterus). There is less certainty about pills’ relationship to the 
other two: cancers of the breast and cervix. 

The best information on breast cancer shows that it is not caused by 
pills, but there is a small increased risk of breast cancer associated with | 
current or recent use. It is uncertain whether pills increase the risk of breast 
cancer in current and recent users, or if users are just more likely to have 
existing tumors detected.” Use of pills has not been shown to cause cervi- _ 
cal cancer, but some studies have shown an association between the two, 
especially among women who test positive for human papilloma virus. — 
This association may be due to increased surveillance and detection and 
lack of barrier method use.’ The general consensus among experts is that 
the risk of both breast and cervical cancers due to use of COCs, if any, is: 
small. 

Finally, some studies in more developed countries suggest a possible — 
link between liver cancer and COC use. Nonetheless, the incidence of liver — 
cancer is exceedingly rare in more developed countries, with or without : 
use of COCs, and if there is an increased risk of liver cancer in COC users, — 
experts believe the risk is very small.4 Data from a study in eight devel- _ 
oping countries found no increased risk of liver cancer with short-term _ 
(less than three years) COC use.° Ly oe 
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Emergency Contraceptive 
Pills (ECPs) 
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Millions of women worldwide have used oral contraceptive pills in “emer- 
gency” situations to avoid pregnancy.24 A woman takes two high-dose (or four 
low-dose) combined oral contraceptives (or other pills with the same levels and 
types of estrogen) within 72 hours of unprotected intercourse, then a second 
dose of these pills 12 hours later. Women can also take progestin-only pills for 
emergency contraception (20 Ovrette pills or two Postinor pills).° Although the 
exact mechanism of action of emergency contraceptive pills (ECPs) is not 
known, they primarily prevent or delay ovulation. 

ECPs can be used by women whose condoms break, who run out of other 
contraceptive methods, who forget to take several consecutive oral contracep- 
tives, who were not planning to have sex, or who have been raped. Adolescent 
women may be more likely to forget their regular method, may not have a 
method on hand, or may have unplanned sex, and thus can benefit from ECE 
use. COCs used for emergency contraception reduce a woman’s chance of preg- 
nancy by 57 percent, and progestin-only emergency contraception by 85 per- 
cent.*° Effectiveness of either type of ECP is greater the sooner they are taken 
after unprotected sex. Women taking progestin-only ECPs are less likely to be- 
come pregnant and less likely to experience nausea and vomiting than women 
taking COC-based ECPs. 


Advantages 


Main Benefits —ECPs are a simple, effective, convenient form of protection 
that women can use to minimize the chance of pregnancy when they do not use 
their regular method or their regular method fails. They offer a woman who has 
had unprotected sex against her will or unexpectedly a way to avoid a possible 


pregnancy. 


Disadvantages 


Medical Risks — Because the amount of pills used in emergency situations 
1s so small, all women can safely take ECPs.”’ In 1997, the U.S. Food and Drug 
Administration formally stated that COCs are safe and effective for use as emer- 
gency contraception.” 

Side Effects—The most common side effects are nausea and vomiting. 
One-half of the women who use COC-based emergency contraception and 23 
percent of those using progestin-only ECPs experience nausea. Vomiting is also 
more common among women taking COC-based ECPs (19 percent) than among 
those taking progestin-only pills (6 percent).*! Taking anti-nausea medication 
one-hour prior to taking the pills may alleviate the nausea.** Also, women may 
experience some irregular bleeding, breast tenderness, headache, or dizziness 
that usually goes away within a day or two.” 

Other Drawbacks—ECPs should not be used as a routine contraceptive 
method, because other methods are more effective when used regularly. ECPs 
do not protect a woman for the rest of the month in which she took the pills; she 
must use other protection. In addition, ECPs do not protect against STIs, includ- 
ing HIV. 
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Rumor — “Emergency contraception is 
an abortion.” 


Reality—ECPs work within the first 
three days after unprotected sex. 
Pregnancy, which most people consider 
to be the implantation of a fertilized 
egg, does not begin until about five 
days after fertilization. While research 
shows that ECPs have an effect on the 
endometrium, it has not been estab- 
lished that ECPs can prevent implanta- 
tion after fertilization has occurred. 
Emergency contraception will not 
interrupt a pregnancy once it has been 
established. 


Rumor — “If emergency contraception 
fails, I will have a damaged baby.” 


Reality — There is no evidence that 
ECPs cause birth defects in the event 
that they fail. Studies have shown that 
receiving this emergency dose of hor- 
mones during early pregnancy is not 
associated with fetal malformations.?7 
There are also no known harmful effects 
of ECPs when used while 
breastfeeding.*8 


Rumor — “Emergency contraception 
can be used as a woman's regular 
method of family planning.” 


Reality — Because ECPs frequently 
cause nausea and vomiting, and 
because they are less effective over time 
than other regularly used contraceptive 
methods, they should only be used as an 
“emergency” method. 
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Rumor — “If I take emergency contra- 
ceptive pills, I will be protected from 
pregnancy for the rest of the month and 
my period will start soon after I take 
them.” 


Reality — ECPs are taken to prevent 
pregnancy from a specific act of sex. If a 
woman plans to have sex again, she 
needs to use another method immedi- 
ately after taking ECPs to avoid a fur- 
ther chance of pregnancy. 


Box 3 
Hormonal Contraceptives and Breastfeeding 


Breastfeeding provides ideal nutrition for infants and can also serve as 
contraception for women who practice the Lactational Amenorrhea 
Method or LAM (see p. 33). LAM can be an effective way to avoid preg- | 
nancy, but it is temporary and depends on several factors to be effective. _ 
Women who supplement breastfeeding with other food and liquid will 
need to use another method to prevent pregnancy. 

Research has shown that contraceptive methods containing both the 
hormones estrogen and progesterone (combined oral contraceptives and 
monthly combined injectables) cause no known direct or lasting ill effects. 
on breastfed babies. However, early use of combined pills can reduce a _— 
mother’s milk supply, denying her infant needed nutrition. Therefore, — 
these methods are not recommended for breastfeeding mothers until Six 
months after delivery.! ~ 

Contraceptives that contain only progesterone-like hormones — POPs, 
long-acting injectables (Depo-Provera® and Noristerat®) and implants— 
do not suppress milk supply nor do they have any ill effects on breastfed 
infants. Breastfeeding mothers can begin these kinds of contraceptives six _ 
weeks after delivery.2 None of the other contraceptive methods have ill 
effects on breastfed infants’ health or mothers’ milk supplies. 

Ifa breastfeeding woman needs or wants more protection from preg- 
nancy than provided by breastfeeding, she should first consider condoms, : 
spermicides, IUDs, or sterilization; diaphragms, cervical caps or progestin- _ 
only methods six weeks after childbirth; and combined oral contraceptives i 
Six months ate childbirth (see also Table 4, P. aa 7 , 


Sources: 

toe. Haiher et al., [he Essentials of Contraceptive Teolgy ees Johns Hopkins Population 
Information Program, 1997). 

2. World Health Organization, Improving Access to Quality Capi in Family Planning: Medical Eligibility 
Criteria for Initiating and Continuing Use of Contraceptive Methods (WHO, Geneva, 1996); KM. Curtis _ 
and P.L. Bright, eds., Recommendations for Updating Selected Practices in Contraceptive Use: ie ofa By 

Technical eee (The Technical Guidance — oe I, November 1994). 


Injectable Contraceptives 
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More than 12 million women worldwide use injectable contraceptives, mostly 
long-acting injectables, DMPA (depot-medroxyprogesterone acetate, brand 
name Depo-Provera®) and NET EN (norethisterone enanthate, brand name 
Noristerat®).°* Like progestin-only oral contraceptives, these long-acting 
injectables prevent ovulation in many women and cause cervical mucus to 
become thick and impermeable to sperm, thus preventing pregnancy. In some 
countries, women are also using new once-a-month injectables called Cyclofem 
and Mesigyna. Unlike the longer-acting Depo-Provera® and Noristerat® injecta- 
bles, these contain estrogen as well as progestin. Injectables are more than 99 
percent effective in preventing pregnancies when women receive the first injec- 
tion during the first seven days of their menstrual cycles.*6 


Long-Acting Injectable Contraceptives 


The long-acting injectable Depo-Provera® has been approved for contra- 
ception in more than 106 countries (including the United States in 1992) and 
Noristerat® in over 60 (although not in the United States).38 A woman needs an 
injection only once every 90 days for Depo-Provera® and once every 60 days for 
Noristerat® to receive effective contraceptive protection, because the proges- 
terone-like hormones are absorbed gradually by a woman’s body (see Table 3, 
p. 16). 


Advantages 


Main Benefits — Injectable contraceptives are highly effective, completely 
reversible, and relatively long-acting. Most women and service providers find 
injectables to be a convenient, easy to use contraceptive method. For some 
women, the fact that use of the method is not linked to sexual intercourse and 
cannot be detected are also advantages. Long-acting injectables have no effect 
on lactation and can be used by breastfeeding women. 

Other Positive Effects—Like oral contraceptives, long-acting injectables 
have other benefits beyond their effective contraceptive protection. Except for 
those few women who experience excessive bleeding, injectables may help to 
prevent anemia as menstrual bleeding stops or is diminished. Depo-Provera® 
has been shown to prevent sickle crises in those with sickle-cell disease. Use of 
Depo-Provera® is associated with an 80 percent reduced risk of endometrial 
cancer —a level of protection similar to that found with the use of combined oral 
contraceptives—a decreased risk of uterine fibroids, and with fewer ectopic 
pregnancies.*? 


Disadvantages 


Medical Risks — Excessive bleeding is rare, occurring in less than one in 
1,000 users. Women experiencing this problem must receive immediate medical 
treatment to alleviate the bleeding, treat anemia if needed, and switch to anoth- 


er contraceptive method.” 
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Rumor — “Injectables cause cancer.” 


Reality — Studies show that Depo- 
Provera® use does not increase the risk 
of ovarian and cervical cancers. In fact, 
use of Depo-Provera® is associated 
with a reduced risk of endometrial can- 
cer.” While international studies con- 
clude that there is a very small 
increased risk of breast cancer just after 
a woman begins use of Depo-Provera®, 
there is no overall risk with long-term 
use.>’ 

Although they have not been studied 
as extensively as Depo-Provera® or 
combined oral contraceptives, studies to 
date show no evidence that monthly 
injectables cause cancer. 


ike 


Rumor — “Injectable users should stop 
use occasionally to let blocked menstru- 
al blood flow freely.” 


Reality — Menstrual blood 1s not stored 
or blocked by use of hormonal contra- 
ceptives. If it stops (and the user is not 
pregnant), this means that the levels of 
certain hormones in the body were not 
sufficient to stimulate growth of the 
uterine lining during that menstrual 
cycle. It is neither dangerous nor risky 
for a woman to stop having her month- 
ly bleeding during use of injectables. In 
fact, the absence of bleeding can help 
prevent anemia or its aggravation. 


Rumor — “Using an injectable will 
hurt my baby if I get pregnant.” 


Reality — Because injectables are so 
effective at preventing pregnancy, there 
is little risk of fetal exposure to the 
drug. In the rare event of fetal exposure 
to injectables, however, the hormones 
have not been shown to have a harmful 
effect on the fetus.*© 
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Side Effects — The main side effect of long-acting injectable use is a disrup- 
tion of the menstrual cycle. Most women using injectables experience some 
variation in their regular bleeding pattern—including amenorrhea (no men- 
strual periods, which occurs in about 50 percent of Depo-Provera® users in one 
year), prolonged light bleeding (which is more common with Noristerat®, or 
spotting).*! While not harmful to women, irregular menstrual bleeding can be 
annoying and may be culturally unacceptable. It is the reason that users often 
give for discontinuing this method. In addition, a small number of women 
using injectables experience mood changes, weight gain, headache, abdominal 
cramping, or breast tenderness.” Although bothersome, these problems are not 
medically harmful and stop when the method is discontinued. The number of 
women who discontinue injectables and the psychological distress caused by 
side effects could be greatly reduced if all women receiving contraceptive injec- 
tions were adequately counseled about what problems they might have and 
what changes to expect in their menstrual cycles. 

Other Drawbacks — Clients must not be more than two to four weeks late 
in receiving their trimonthly injection of Depo-Provera® and no more than one 
to two weeks late in receiving their bimonthly Noristerat® injection, or they will 
be at far greater risk of pregnancy.” Sterile syringes are required to prevent 
infection. Depo-Provera® and Noristerat® do not protect against STIs, including 
HIV. Also, if a woman changes her mind after her first injection of Depo- 
Provera®, she will have to wait several months until her normal fertility returns. 
Although the return to fertility after discontinuing Depo-Provera® is longer 
than with COCs and nonhormonal methods, on average women get pregnant 
nine to ten months after their last injection.” 


Table 3 
Comparison of DMPA and NET EN 
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DMPA NET EN 
Effectiveness No significant difference 
Bleeding More absence More irregular 


Needle size/pain Smaller/less Larger/more 


Reinjection window 2-4 weeks early or late 1-2 weeks early or late 


Duration 3 months 2 months 


Cost Less expensive More expensive 


ee sie ie Health International, “Injectables,” Contraceptive Technology Update Series (Research Triangle Park, 
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Monthly Injectable Contraceptives 


The once-a-month injectables Cyclofem and Mesigyna are effective, con- 
venient, and fully reversible methods of contraception. 


Advantages 


Possible Medical Benefits — Although not much is known about the spe- 
cific effects of monthly injectables, it is conceivable that use of Cyclofem and 
Mesigyna reduce the risks of endometrial and ovarian cancer 47 

Other Positive Effects— As with long-acting injectables, use of monthly 
injectables is not linked to sexual intercourse, and the methods can be used pri- 
vately. 


Disadvantages 


Medical Risks — Recent studies have found no clinical health risks associat- 
ed with use of monthly combined injectables.5! Based on what is known about 
COCs, women who are at risk for cardiovascular disease, such as those with 
high blood pressure or those who smoke, may be at greater risk for cardiovas- 
cular problems than if they used another nonestrogen contraceptive method. 
Similarly, women with breast cancer should not use monthly injectables 
because the method could worsen the condition.°2 

Side Effects — Initially, monthly injectables can cause irregular bleeding or 
spotting in some women, though this is less common than for users of long- 
acting injectables. 

Other Drawbacks—The necessity to return each month for an injection 
may be inconvenient or impossible for some users. Some women may forget to 
return every month on time. Women need clear information about the risk of 
pregnancy if they miss even one injection. They also need to know that month- 
ly injectables do not protect against STIs, including HIV. 


Rumor — “Injectables cause permanent 
infertility.” 


Reality — There is no evidence that 
injectables cause infertility. On average 
it takes about four months longer for a 
woman's normal menstrual cycle and 
fertility to return after discontinuing 
Depo-Provera® than for women using 
COCs, IUDs, condoms or other barrier 
methods.*® Studies have shown that on 


average, women get pregnant nine to 
10 months after the date of the last 
Depo-Provera® injection.*? A recent 
study shows that over 80 percent of 
women who discontinued use of the 
once-a-month Cyclofem became preg- 
nant within one year. ~° 


Contraceptive Implants 


An estimated 6 million women worldwide use Norplant® subdermal 
implants.°° This method has been approved for use in 60 countries, including 
the United States. The six small, rubber-like capsules inserted under the skin in 
the arm slowly release progestin, the same type of hormone used in many 
injectables, COCs, and POPs. Like other Progestin-only methods, Norplant® 
prevents pregnancy by suppressing ovulation and by thickening the cervical 
mucus, thus preventing sperm from teaching the egg. The capsules are more 
than 99 percent effective in preventing pregnancy during the five years they can 
be left in place.*4 Research indicates they may be effective up to seven years. 


Advantages 


Main Benefits — Because implants are effective for at least five years and 
fully reversible at any time by having the capsules removed, women find them 
a convenient and simple method of avoiding pregnancy.°° Norplant® is a good 
choice for breastfeeding women beginning six weeks after delivery (see Table 4, 
p29). 

Other Positive Effects — For most Norplant® users, menstrual blood loss is 
reduced, which can help prevent anemia or its aggravation. Additionally, there 
are no estrogen-like hormones in the implants so the user need not worry about 
estrogen-related side effects. 


Disadvantages 


Medical Risks — Although for most women monthly blood loss is greatly 
reduced when they use Norplant®, in rare cases women experience prolonged 
or heavy menstrual bleeding, which may lead to anemia. 

Side Effects—Between 70 and 80 percent of Norplant® users experience 
irregular menstrual bleeding including spotting, longer periods, cessation of 
bleeding, or a combination of these patterns. Although many of these irregular- 
ities decline during the first year a woman uses Norplant® and are not med- 
ically serious, irregular bleeding is the main reason women give for having the 
capsules removed before five years. Menstrual flow sometimes stops altogeth- 
er. This can be alarming to women who are not adequately counseled about 
possible changes in bleeding patterns, or unacceptable due to cultural and 
social beliefs and practices, although it is not harmful to health. 

Other side effects experienced by a small percentage of women include 
headaches, dizziness, mood changes, nausea, rashes, acne, weight gain, and 
breast tenderness, similar to other progestin-only methods. In rare cases, an 
implant user May experience a headache severe enough to make it worthwhile 
for her to have the method removed. Also, there is a minimal chance of infec- 
tion immediately following insertion, or more commonly, with difficult 
removals. Providers should be well trained in proper aseptic insertion and 
removal techniques. 


Rumor — “The implant capsules will 
move around in my body.” 


Reality — Implants are inserted just 
under the skin and can be felt at any 
time by lightly touching the skin above 
where they were inserted, usually in the 
inner part of the upper arm. The 
implants cannot move to another part 
of a woman's body. In rare instances, if 
they are incorrectly inserted, they can 
move around slightly within the upper 
arm or come through the incision site. 


Rumor — “Heavy women should not 
use Norplant®.” 


Reality — There are no weight restric- 
tions for Norplant® users. Heavier 
women (weighing more than 70 kg. or 
154 lbs.) may be at greater risk of preg- 
nancy in the fourth and fifth years of 
use, but because Norplant® is so effec- 
tive at preventing pregnancy, the risk is 
still lower than with pills.>6 


Rumor — “If I am pregnant while an 
implant is in my arm, the baby will be 
damaged.” 


Reality — In the extremely unlikely 
event of a pregnancy while using 
Norplant®, it is recommended that a 
woman have the implants removed and 
that she seek medical care immediately 
because about 30 percent of such preg- 
nancies are ectopic.?’ But, like prog- 
estin-only pills and injectables, there is 
no known harm to mother or fetus if 
Norplant® is used during pregnancy.°> 


Rumor — “Insertion and removal of 
Norplant® is a long and painful surgi- 
cal process that will permanently dam- 
age my body.” 


Reality — Although some women have 
had the implants inserted too deeply 
into the arm, which can make the cap- 
sules difficult to remove, recent 
improvements in insertion and removal 
techniques have made this problem less 
common. The majority of users in 
research studies have not reported 
excessive difficulty or pain during 
insertion or removal. 


Rumor — “Implants cause cancer.” 


Reality — There is no medical evidence 
that Norplant® causes any type of 
cancer. 


Photo: Marc Schlossman/Panos Pictures (Dem. Rep. of Congo) 
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Other Drawbacks — Implants cannot be removed by the woman herself, so 
she must have access to a trained health care provider if she needs or wants to 
discontinue using the method. In some instances, women have difficulty find- 
ing clinicians to remove the implants. And even health care providers them- 
selves occasionally have trouble removing the implants, especially if the 
implants have been inserted too deeply. This can mean a longer than anticipat- 
ed clinic visit and sometimes require the client to return to have some of the 
implants removed another day. If the removal technique is inadequate, scarring 
can result. Finally, Norplant® does not protect against STIs, including HIV, mak- 
ing it important that women at risk of infection use condoms in conjunction 
with Norplant®. 


Intrauterine Devices 
(IUDs) — | 
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More than 109 million women worldwide use IUDs.°9 They are inserted into the 
uterus where they prevent pregnancy. There are several types of IUDs: some are 
plastic, some are wrapped with copper, and others slowly release hormones. 
The copper IUD is one of the most effective contraceptive methods available: 
among women using the Copper-T380A, less than 1 percent will become preg- 
nant in the first year of use. Copper IUDs prevent sperm from reaching the 
uterine cavity and the fallopian tubes where fertilization takes place; the copper 
is also toxic to sperm.®! The Copper-T380A can be left in place and is effective 
‘for at least 10 years. 


Advantages 


For many women, the IUD is a convenient, very effective, long-acting con- 
traceptive method. Once inserted, a woman need do nothing else to take advan- 
tage of the IUD’s effectiveness except regularly check to make sure the IUD is 
still in place (by feeling for the string). Once the IUD is removed, a healthy 
womans fertility returns immediately. Use of the IUD does not interfere with a 
couple's intimacy, although a few women report that their partner can feel the 
string. The IUD is a good postpartum method: it can be inserted by trained 
health personnel up to 48 hours after childbirth, and IUDs can be used by 
breastfeeding women (see Table 4, p. 29). 


Disadvantages 


Medical Risks — If a woman using an IUD has a sexually transmitted infec- 
tion (STI), she is more likely to get pelvic inflammatory disease (PID). The risk 
of PID has also been found to be greater during the 20 days following insertion 
of an IUD, yet the risk is small, especially in situations where STIs are rare. 
IUDs are not a good method for women who currently have or recently have 
had PID or an STI, including HIV. 

Because pelvic infections and STIs can lead to infertility, women at risk of 
STIs (those with multiple partners or whose partner has multiple partners) 
should be counseled to use condoms and should not use IUDs unless no other 
method is available or acceptable. 

Three problems can occur in the rare instances women become pregnant 
while using IUDs (0.1 percent to 2 percent).© There is a 40 percent to 50 percent 
chance of miscarriage; severe infection can result; and 3 percent to 4 percent of 
these pregnancies are ectopic—a life-threatening pregnancy outside the 
womb.” However, due to its high effectiveness, overall the copper IUD pro- 
vides 14 times more protection against ectopic pregnancy than using no 
method.” In addition, the IUD in some cases induces heavy bleeding over time, 
a condition that could lead to or aggravate anemia. 
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Rumor — “Tf a woman uses an IUD, 
she will never be able to have a baby.” 


Reality — Almost all women who use 
the IUD will be able to bear children 
after they have the device removed. 
Women who already suffer from pelvic 
(not vaginal) infections or who have or 
are exposed to STIs do face a higher risk 
of infertility and should not use the 
IUD. 


Rumor — “The IUD is only for older 
women who have already had a child.” 


Reality — Even a young woman who 
has never had a child may use the IUD, 
as long as she is not exposed to STIs. 
However, because younger women may 
be less likely to have mutually faithful 
sexual partners, they may be at higher 
risk for STIs, which can cause infertili- 
ty in IUD users. Although this is not a 
reason to prevent them from using 
IUDs, younger women may want to 
use a different method. It is important 
that providers explain all the risks 
clearly to women interested in using an 
IUDS= 
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Rumor — “The IUD can travel 
throughout a woman's body. It may be 
pushed in during sexual intercourse 
and will even lodge in other parts of her 
body.” 


Reality — An IUD cannot be pushed 
out of the uterus during sexual inter- 
course and only rarely (in fewer than 1 
percent of cases) does an IUD wound or 
perforate the woman's uterus when it is 
being inserted. In the rare event that a 
perforation does occur, it should be 
removed to prevent complications.” 


Rumor — “If a woman becomes preg- 
nant while using an IUD, it becomes 
embedded inside her baby’s body, even 
its brain.” 
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Reality — The IUD cannot become 
embedded in a baby or cause a malfor- 
mation in the rare event that a preg- 
nancy occurs with the IUD in place. 
The very few women who become preg- 
nant while using an IUD do face an 
increased risk of miscarriage, infection, 
and ectopic pregnancy and should have 
the IUD removed immediately. 


Photo: Sean Sprague/Panos Pictures (Thailand) 


Other Drawbacks — Increased menstrual bleeding, often with cramping, is 
the most common problem with IUD use. Between 10 percent and 15 percent of 
women have the IUD removed for this reason, although users of the progestin- 
releasing IUD are less likely overall to have bleeding problems.”” Some women 
find the required internal pelvic examination, the insertion of the device, and 
the carrying of a foreign object in their womb to be unacceptable. A few women 
experience discomfort from the insertion and removal of the [UD. IUD users 
should check monthly for the string that indicates that the IUD is still in place, 

: because up to 10 percent of users spontaneously expel their [UD within the first 
: year, although the expulsion rate of the Copper-T380A is lower.”! 


Condoms 


Neen re 
Condoms are thin natural latex rubber, synthetic plastic, or polyurethane 
sheaths that provide a physical barrier to prevent the man’s sperm from enter- 
ing the woman’s uterus. There are two different types of condoms, male and 
female. The male condom is placed over the man’s penis before sexual inter- 
course. The female condom (also called Femidom, Reality, or Care) is put inside 
the woman’s vagina before intercourse. 

One of the oldest and most common methods of contraception, the male 
condom is used by 50 million men around the world.72 As typically used, it is 
about 86 percent effective but can be up to 97 percent effective in preventing 
pregnancy if used correctly and consistently.’”3 The female condom, approved 
for use in the United States in 1993, is becoming more available worldwide. It is 
between 79 percent and 95 percent effective in preventing pregnancy.” 


Advantages 


The male latex condom is the only contraceptive proven to prevent the 
spread of HIV and other STIs if used correctly and consistently. It is likely that 
the female condom provides similar protection against the spread of these dis- 
eases, and because it covers the outside of the vagina, it may provide extra pro- 
tection. In addition, the female condom is a woman-initiated method that pro- 
vides protection against pregnancy and STIs, including HIV. In situations where 
negotiation of male condom use is difficult, female condoms can provide effec- 
tive protection if used correctly and consistently. Because male condoms reduce 
sensation for some men, they can also reduce premature ejaculation. 

The female condom and new male condoms made of plastic-like material 
are stronger and thinner than latex rubber and are meant to provide resistance 
to breaking while simultaneously reducing the risk of an allergic reaction and 
increasing pleasure. 

Male condoms are inexpensive, readily available, and like the female con- 
dom, do not require a visit to a health provider. Condoms are a good option for 
many sexually active adolescents. 


Disadvantages 


Medical Risks — Very rarely a man or a woman may be allergic to latex rub- 
ber, the material that most male condoms are made of, although the female con- 
dom and some newer male condoms are made of polyurethane and other plas- 
tics. Although usually not serious and immediately reversible, the swelling, 
rash, and itching associated with an allergic reaction can be annoying. 

Other Drawbacks — To be effective, the condom must be used every time a 
couple has intercourse, and some men find that male condoms reduce the pleas- 
ure of intercourse. Each condom can only be used once. Condoms occasionally 
break or slip, but storing a condom away from heat, avoiding oil-based lubri- 
cants, and leaving a small, air-free reservoir at the tip of male condoms help to 
Prevent these problems. Backup ECPs (see p. 13) can be provided along with 
condoms in case of failure. At present, female condoms are more expensive than 


Male condoms and are less widely available. 
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Rumor — “The condom comes off or 
breaks during sexual intercourse and 


permanently lodges inside the woman’s 
body.” 


Reality — Both male and female con- 
doms do occasionally break. The male 
condom can slip off inside the woman’s 
vagina but she can remove it. Proper 
storage and avoidance of oil-based 
lubricants prevent the deterioration of 
condoms, a major cause of breakage. In 
addition, if a man and woman receive 
proper instruction on condom use, they 
can minimize the possibility of its 
breaking or slipping off. 


Rumor — “Male condoms will weaken 
a man's strength, which may result in 
impotence.” 


Reality — A few men may have trouble 
keeping an erection while using male 
condoms, but condoms themselves do 
not cause impotence. Many men, in 
fact, find that condoms help them keep 
an erection longer and reduce prema- 
ture ejaculation.” 


Rumor — “Condoms are only used with 
prostitutes.” 


Reality — Condoms are regularly and 
safely used by millions of couples to 
prevent pregnancy. In Japan, for exam- 
ple, male condoms are the most popular 
contraceptive method among married 
couples. Because of the risk of HIV and 
other STIs, however, it is especially 
important for those with multiple part- 
ners, or whose partners have multiple 
partners, including sex workers, to use 
condoms. 
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Spermicides 
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Spermicides, such as nonoxynol-9 (N-9), are chemicals which, when inserted in 
the woman’s vagina before sexual intercourse, kill the man’s sperm and may 
also Kill viruses and bacteria that cause disease. They are used by a relatively 
small percentage of couples.’”° Spermicides are available in different forms, 
including foam, film, creams, gels, and tablets. Some are used together with 
diaphragms, cervical caps, and condoms. Used alone, spermicides are typically 
74 percent effective against pregnancy but can be as high as 94 percent effective 
if used correctly and consistently.’”” 


Advantages 


Spermicides are widely available, and can be 
obtained without having to visit a health provider. 
Spermicides, which are used only as needed, may be 
appropriate for couples who do not need continuous 
protection, for example, couples who do not have sex- 
ual intercourse frequently. 

N-9 alone provides modest protection against 
bacterial STIs such as gonorrhea and chlamydia. 
However, if there are multiple acts of intercourse per 
day, spermicides alone may not provide protection 
against STIs, and they do not protect against Ty 


Disadvantages 


Medical Risks— No major medical risks are asso- 

ciated with spermicides. However, a link exists 

between urinary tract infections and use of spermi- 

cide and condoms lubricated with spermicides.” 

Side Effects—Spermicides can occasionally 
cause physical discomfort, such as burning or itching, 
due to an allergic reaction. 

Other Drawbacks—Some women find spermicides “messy.” As spermi- 
cides must be applied just before or during sexual activity, they require the 
woman or couple to be prepared with a ready supply prior to intercourse. 
Lastly, as commonly used, spermicides are less effective at preventing pregnan- 
cy than many other contraceptive methods. 
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Female Barrier Methods 
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Female barrier methods such as the diaphragm and cervical cap are used by 
fewer than 1 percent of contraceptive users worldwide.®° The diaphragm and 
cervical cap physically block the cervix — the opening of the woman’s uterus — 
and stop sperm from reaching the egg. Both the diaphragm and cervical cap are 
used with a spermicide. Depending on whether it is used correctly at each act 
of intercourse, the diaphragm is between 80 percent and 94 percent effective in 
preventing pregnancy. The cervical cap is more effective among women who 
have not had children (80 percent to 91 percent), than among those who have 
given birth (60 percent to 74 percent).®! 


Advantages 


Female barrier methods are immediately reversible and cause no changes in 
a woman’s monthly cycle. Studies show that diaphragms used with spermicide 
provide some protection against sexually transmitted infections, such as gonor- 
rhea, chlamydia, and trichomoniasis.82 For women who prefer a barrier 
method, but do not want to use male or female condoms, a diaphragm or cer- 
vical cap with spermicide may be good options. Because cervical cancer is 
linked to a sexually transmitted virus, female barrier methods and spermicides 
provide some protection against cervical cancer.*4 


Disadvantages 


Medical Risks—No medical risks are associated with barrier methods. 
However, a link exists between urinary tract infections and use of 
diaphragms.®” 

Side Effects — Diaphragms and spermicides can occasionally cause physi- 
cal discomfort due to poor fit or an allergic reaction. 

Other Drawbacks — A diaphragm can be inserted well before sexual inter- 
course, but additional spermicide is needed if it is inserted more than six hours 
before intercourse. Diaphragms should be left in place for six hours after inter- 
course and should be removed no longer than 24 hours after insertion. They 
also require proper cleaning and storage. Use of a diaphragm or cervical cap 
requires a visit to a trained health provider for proper selection and fitting. 
Women need to be refit for a diaphragm after childbirth. Diaphragms and cer- 
vical caps are less effective at preventing pregnancy than many other contra- 
ceptive methods. 


Rumor — “Spermicides lead to dam- 
aged babies.” 


Reality — Medical evidence does not 
support this fear. Although some small- 
scale, early studies did suggest a possi- 
ble relationship, larger and more recent 
studies show that there is none. In fact, 
it is considered safe to use spermicide 
during pregnancy to help prevent STI 
infection.®? 


Rumor — “Barrier methods and spermi- 
cides cause cervical cancer.” 


Reality — In fact, barrier methods may 
protect against cervical cancer. The 
human papilloma virus has been identi- 
fied as the primary cause of cervical 
cancer.®° Spermicides have antiviral 
properties and barrier methods cover 
the cervix; thus, both may prevent the 
virus from harming the cervix.®® 


Rumor — “After a sterilization a 
woman will have a pregnancy outside 
the womb.” 


Reality — In the uncommon instance of 
a pregnancy occurring after steriliza- 
tion, there is an increased risk that it 
will be an ectopic pregnancy. Sterilized 
women who suspect they might be 
pregnant need to seek immediate med- 
ical attention to rule out this dangerous 
condition. Nonetheless, sterilized 
women are at less risk of an ectopic 
pregnancy than women who do not use 
contraception. 


Rumor — “Sterilization makes a 
woman fat.” 


Reality — There is no evidence that 
sterilization causes women to gain 
weight. Because many women get ster- 
ilized in their 30s or 40s, ages when 
some women also gain weight, they 
associate the weight gain with steriliza- 
tion. Reassuring women that steriliza- 
tion does not affect weight or sexual 
function in any way can reduce anxiety 
about the procedure. 


Rumor — “Sterilization makes a 
woman weak.” 


Reality — There is no medical support 
for this rumor. Many studies of the dif- 
ferences between women who have had 
sterilization operations and those who 
have not have found no difference in 
strength, gynecological problems, or 
psychological adjustment.?° 
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Sterilization 
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Throughout the world, an estimated 162 million women of childbearing age 
depend on voluntary female sterilization and another 44 million men depend 
on vasectomy, which is voluntary sterilization for men.*® Sterilization is an 
effective way to prevent pregnancy for both men and women who want no 
more children.8? Because the procedures are intended to be permanent, coun- 
seling is a critical aspect of providing these methods. 


Female Sterilization 


Voluntary female sterilization is the world’s most widely used contracep- 
tive method. Two simple surgical procedures, minilaparotomy and laparoscopy, 
can be performed within 20 minutes, often with local anesthesia, and do not 
require a hospital stay. Both procedures involve a trained health professional 
who makes a small incision in the abdomen and either cuts or blocks the tubes 
that carry eggs from the ovaries to the uterus. This prevents sperm and egg 
from meeting. Female sterilization by minilaparotomy can also be performed 
immediately after or within seven days of childbirth. 

Female sterilization is at least as effective as most other long-acting meth- 
ods of contraception (Copper-T380A, Norplant®, and Depo-Provera®). Fewer 
than 1 percent of sterilized women (55 per 1,000) become pregnant during the 
first year after the procedure.” A recent study of sterilized women in the United 
States found that the cumulative risk of pregnancy over 10 years is 18 per 1,000 
women, although the risks vary based on the age of the woman at the time of 
sterilization and by the technique used.”! 


Advantages 


After female sterilization, a woman is mostly free of concern about having 
additional children, from any further health risks related to pregnancy, and 
from the inconvenience and expense of using a temporary method of family 
planning. Additionally, sterilized women may have a slightly reduced risk of 
ovarian cancer.” 


Disadvantages 


Medical Risks— Complications are very rare in female sterilization when 
the surgery is performed using standard techniques and following standard 
anesthesia and infection-prevention protocols. Major complications such as 
abdominal injury, anesthesia-related complications, infections, hemorrhaging, 
and cardiovascular problems are reported in fewer than 1 percent of cases. 
Deaths due to female sterilization are very rare, even in remote, resource-poor 
geographic areas. 
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In the unlikely event that a sterilized woman becomes pregnant, she has a 
high risk of ectopic pregnancy, even many years after the procedure.” 
However, because sterilization is so effective, a sterilized woman has a much 
lower risk of ectopic pregnancy than a woman using no contraceptive method. 
Sterilized women should be counseled to seek immediate medical care if they 
Suspect they are pregnant. 

A small percentage of women, usually younger women or women who 
remarry, later regret their sterilization, which cannot be reversed except by 
€xpensive, complex operations that are not always successful.” 

Side Effects — Occasionally (fewer than 5 percent of cases) a woman expe- 
riences post-operative infection or bleeding, but these problems are easily reme- 
died by medical attention. Minor pain after the operation is common but tem- 
porary. Sterilization is permanent. 

Other Drawbacks —Sterilization does not protect against STIs, including 
HIV. 


Male Sterilization (Vasectomy) 


Vasectomy, the sterilization procedure for men, blocks small tubes — the vas 
deferens —to prevent sperm from entering a man’s semen. This very safe, simple 
Procedure is 99.9 percent effective in preventing pregnancies. A new no-scalpel 
technique does not use a surgical knife, involves less pain and bruising, and has 
4 shorter recovery time. After a brief physical examination, a vasectomy 
Fequires only local anesthesia and takes 15 minutes or less.” 


Rumor — “Female sterilization is a 
painful, complicated operation.” 


Reality — New techniques developed 
since 1960 have made female steriliza- 
tion possible without a hospital stay, by 
using local anesthesia. Women often 
feel some pain after the procedure is 
over. However, this discomfort is nor- 
mally temporary and minor enough so 
that most women can relieve it with 
standard treatments like aspirin. 


Rumor — “After a sterilization a 
woman will not have menstrual 
periods.” 


Reality — This issue has been thorough- 
ly studied in both more developed and 
developing countries and there is no 
evidence of menstrual disruption in 
sterilized women. Sterilization should 
not be confused with hysterectomy, the 
surgical removal of a woman’s uterus, 
which leads to cessation of menstrual 
bleeding. 


Rumor — “Vasectomy is really a fancy 
name for castration.” 


Reality — Vasectomy only involves the 
blocking or tying off of two small tubes 
in the scrotum, not the removal of any 
glands or organs. Vasectomy in no way 
resembles castration and has no effect 
on male hormone levels. 
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Rumor-— “A sterilized man cannot per- 
form sexually.” 


Reality — The operation does not affect 
sexual performance. After a vasectomy, 
the man’s body continues to produce 
male hormones needed for erections and 
his feeling at ejaculation will be entirely 
normal. Some men claim that vasecto- 
my increases their sexual pleasure 
because there is no fear of pregnancy. 


Rumor — “Vasectomy causes cancer.” 


Reality — Although two earlier studies 
found a slightly increased risk of 
prostate cancer, the wealth of evidence 
indicates that vasectomy does not cause 
prostate or testicular cancer nor any 
other long-term health problems.” 


Rumor -— “A vasectomy can cause 
heart problems and harm the immune 
system.” 


Reality — This rumor grew out of early 
studies using monkeys to research the 
effects of vasectomy. However, subse- 
quent studies in humans demonstrate 
there is no increased risk of either car- 
diovascular disease or immune system 
problems.'"! 


Rumor — “After a vasectomy men can 
no longer do physical labor.” 


Reality — As with female sterilization, 
the medical procedure has no effect on a 
man’s overall health and physical abili- 
ty. After a short recovery period, men 
can return to their normal activities. 
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Advantages 


A vasectomy is effective, safe, quick, simple, and inexpensive. It is simpler, 
more effective, and can be less costly than female sterilization. Once the minor 
post-operative discomforts have passed and no sperm are found in the man’s 
ejaculate, the man and his partner do not need to worry about contraception or 
unwanted pregnancy.” 


Disadvantages 


Medical Risks — Virtually all surgical operations involve some risk and 
vasectomy is no exception, but inherent dangers are minimized by the proce- 
dure’s simplicity, use of local anesthesia, competent surgical procedures, and 
hygienic surroundings. Relatively minor complications, like local blood clots 
and infections, occur in fewer than 3 percent of all vasectomies.”8 

Side Effects — Vasectomy patients may experience some swelling, discol- 
oration, or post-operative discomfort, but these conditions are generally short- 
term and minor. Vasectomy should be considered permanent. While expensive 
surgery may successfully reverse the procedure in some cases, it does not 
always lead to pregnancy. Although some men may worry, adequate counsel- 
ing prior to a vasectomy can reassure men that having a vasectomy will not 
cause impotence, change in sexual desire, or change in sexual perfomance.! 

Other Drawbacks — After vasectomy, a man is not immediately infertile. 
Another contraceptive method needs to be used until no sperm are found in the 
man’s ejaculate (about three months or 20 ejaculations after the procedure). 
Vasectomy does not protect against STIs, including HIV. 


© lable 4 
_ When to Begin Contraceptive Methods After Pregnancy 


Immediately Delay Delay Delay 
Immediately orDelay Three Weeks Six Weeks Six Months 
Breastfeeding Mothers —_ = LAM (up to six = IUD insertion » Diaphragm = Combined hormonal 
months protection) within 48 hours = Cervical cap methods (COCs, 
_» Condoms __ (by specially trained , =» Sponge Injectables) 
= Spermicides providers) or after : = Progestin-only — 
=Sterliization == sixweeks methods (POP 


 Norplant®, Depo-Provera®) 


nbreastfeeding = « Condoms 2 IUD insertion =Combined = = —_= Diaphragm 
others = Spermicides _ within 48 hours hormonal methods = Cervical cap 


. Sterilization 
os Progestin-only 
Methods | 

(POP. Norplant®, YY 
 Depo-Provera®) yy 


six weeks (COCs, Injectables) = Sponge 


Postabortion Women 


- sAll methods 
1st Trimester) 


Postabortion Women —s = Condoms . IUD insertion yy a ee Ly Diaphragm 
2nd Trimester) = Spermicides within 48 hours iy = Cervical cap 


= Progestin-only or after six weeks 1 epOnge 
methods (POP, I 

Norplant®, Depo- 

Provera®) 


= Sterilization 

» Combined hormonal 
methods 

(COCs, Injectables) 


= Vasectomy 
» Condoms 


"Source: Family Health International, “Reproductive Health after Pregnancy,” Network, vol. 17, no. 4 (Summer 1997}, 
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Rumor — “Only highly educated cou- 
ples can use fertility awareness-based 
methods” 


Reality — Studies have shown that cou- 
ples worldwide, both educated and une- 
ducated, can use fertility awareness- 
based methods successfully if they are 
properly trained and highly motivated. 


Rumor — “Fertility awareness-based 
methods don't work.” 


Reality — Fertility awareness-based 
methods can be effective methods of 
family planning if practiced correctly 
and consistently. Like oral contracep- 
tives, condoms, and other user-depen- 
dent methods, the effectiveness depends 
on the user’s motivation to avoid preg- 


nancy and employ the method correctly. 


In a multinational study of the ovula- 
tion method, 3 percent of women who 
used the method correctly and consis- 
tently became pregnant in one year.’ 
Pregnancy rates are generally higher 
among women practicing fertility 
awareness-based methods than among 
women using most other methods. 


Rumor — “Only women with regular 
menstrual cycles can use fertility 
awareness-based methods.” 


Reality — Studies have shown that 
most women, regardless of cycle regu- 
larity can use modern fertility aware- 
ness-based methods. The calendar 
method alone, however, may not be 
effective for women with irregular 
cycles. 


Rumor — “Most men won't accept 
abstinence during the fertile period.” 


Reality — While this may be true in 
some circumstances, studies have 
shown that for most couples who choose 
to practice fertility awareness-based 
methods, the man reports that he 1s not 
particularly disturbed by the required 
abstinence. In some countries, couples 
use a modified form of periodic absti- 
nence, using barrier methods or with- 
drawal during the most fertile days. 
Female barrier methods are not recom- 
mended when using the cervical mucus 
method. 


Fertility Awareness-Based 
Methods 


An estimated 32 million couples around the world practice fertility awareness- 
based methods of family planning.! To avoid pregnancy, the couple must 
abstain from sexual intercourse (“periodic abstinence” or “natural family plan- 
ning”) or use withdrawal or barrier methods of family planning (“fertility 
awareness-combined methods”) during the time when a woman could become 
pregnant, a period of approximately nine days dur- 
ing the middle of the menstrual cycle. However, 
because of the imprecision of the methods, absti- 
nence or use of other methods is usually required 
for about two weeks, or half of the days of the 
cycle. 

The most commonly used method of fertility 
awareness is the calendar method. This method 
uses the duration of previous menstrual cycles to 
predict the most fertile days of the cycle. The prac- 
tice of modern fertility awareness-based methods, 
such as the “ovulation” or “sympto-thermal’” 
methods, requires the careful recording of men- 
strual dates and the signs and symptoms of fertili- 
ty that occur during a woman’s menstrual cycle. | 
Primary signs and symptoms are changes in cervi- 
cal mucus and basal body temperature. According — 
to several international studies, the effectiveness of 
periodic abstinence ranges from 75 percent to 99 
percent.104 
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Advantages 


Fertility awareness-based methods are inexpensive, acceptable to all reli- 
gious groups and to those who prefer not to use another family planning 
method, and are free of medical risks and side effects. Fertility awareness pro- 
vides women with a means of understanding their bodies and of monitoring the 
monthly changes of their reproductive system. Couples who learn to use fertil- 
ity awareness-based methods are not dependent on a contraceptive supply sys- 
tem or clinic. 


Disadvantages 


Medical Risks—No medical risks are associated with fertility awareness- 
based methods. 

Other Drawbacks—Fertility awareness-based methods call for careful 
monitoring and record-keeping, and abstinence or use of withdrawal or barrier 
methods during about two weeks of every monthly menstrual cycle. This can 
require good communication and cooperation between the woman and man. 
Fertility awareness-based methods do not protect against STIs, including HIV. 


| 


this 
EL 


ep 


ye 


Lactational Amenorrhea 
Method (LAM) 
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The Lactational Amenorrhea Method (LAM) depends on breastfeeding as a 
method of contraception. If a woman is fully or almost fully* breastfeeding an 
infant, has not resumed menstruating, and has given birth less than six months 
ago, she is between 98 percent and 99 percent protected against pregnancy.!0© 
The effectiveness drops if any of the three above-mentioned criteria are no 
longer met, particularly if menstrual bleeding begins. 


Advantages 


LAM is cost-free and acceptable to those who prefer a natural method, or 
who want to avoid or cannot use other methods of contraception right after 
childbirth. Additionally, the health of the infant is significantly improved 
through breastfeeding, especially in resource-poor areas where feeding options 
for infants may not be safe. Breastfeeding also reduces a woman’s risk of post- 
partum hemorrhage, and provides some protection against ovarian and breast 
cancers.'°” Use of LAM does not require a woman to have a physical exam, nor 
does it interrupt sexual activity. 


Disadvantages 


Medical Risks— There are no medical risks associated with LAM. 

Other Drawbacks — LAM is temporary and users are advised that it is most 
effective only during the six months following a birth. The risk of ovulating 
prior to the return of menstruation increases gradually over the months post- 
partum with no sudden increase at six months.!° Therefore, the duration of 
LAM protection may extend past six months, especially in women who have 
not begun to menstruate, as long as they continue to breastfeed fully or almost 
fully. However, absence of bleeding alone is not an indicator of infertility. LAM 
also requires planning to ensure that when bleeding returns there is another 
method ready to use to avoid an unwanted pregnancy. LAM does not protect 
against STIs, including HIV. 


“Fully or almost fully breastfeeding means that the baby gets at least 85 percent of his or her feedings 
4S breast milk, and the mother breastfeeds often, both day and night. 
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Rumor — “Feeding only breast milk to 
an infant is harmful.” 


Reality — “Exclusive” breastfeeding is 
not harmful to the infant. In fact, breast 
milk is the ideal nutrition for infants 
during the first six months after birth 
and giving the baby supplemental food 
or water does not improve the nutrition 
the baby receives. Elements in the milk 
provide protection against contagious 
diseases that often lead to infant deaths 
and provide lipids essential to brain 
development.1 


Rumor — “Women who are HIV- 
positive or at risk for HIV should not 
breastfeed their babies and cannot prac- 
tice LAM.” 


Reality — If the mother has HIV, there 
is a chance that her breast milk will 
pass the virus to the baby. For these 
women, the dangers of passing HIV to 
their infants must be evaluated against 
the benefits of breastfeeding. If an 
infant can be guaranteed access to safe, 
nutritionally adequate substitutes for 
breast milk, they may be the best choice 
for HIV-positive mothers to feed their 
infants. However, if these conditions 
cannot be met, and in areas where 
infectious diseases and malnutrition 
cause many infant deaths, breastfeeding 
may still be the best choice for HIV-pos- 
itive women and their children. Women 
who are HIV-positive should be coun- 
seled about all of the risks and benefits 
of breastfeeding. 
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Maximizing 
Contraceptive Safety 


All contraceptives — hormonal methods, [UDs, barrier methods, sterilization, 
fertility awareness-based methods, and LAM —have advantages and disadvan- 
tages. Most methods have low failure rates if used correctly and consistently 
and most are safe for the majority of users. All of the issues discussed in this 
booklet — the medical risks, the side effects, and the levels of effectiveness in pro- 
tecting against pregnancy —are important factors couples need to consider in 
making an informed choice of method and maximizing the safety of its use. The 
more women and men know about contraceptive methods, the better they are 
able to evaluate the relative importance of each of these factors based on their 
childbearing goals, health status, relationship, and living conditions. 

At the International Conference on Population and Development held in 
Cairo in 1994, the 180 countries represented agreed that the goal of family plan- 
ning programs must be: (1) to enable couples and individuals to decide freely - 
and responsibly the number and spacing of their children; (2) to have the infor- 
mation and means to do so; and (3) to ensure informed choices and make avail- 
able a full range of safe and effective methods.'” The Programme of Action 
adopted at the conference makes many recommendations to improve the quali- 
ty of family planning services, and maximize the safety of contraception. 


Education: Provide accessible, complete, and accurate information about family 
planning methods, including their health risks and benefits, correct use, 
possible side effects, and effectiveness in the prevention of the spread of 
HIV/AIDS and other STIs. 

Choice: Ensure that women and men have full information and access to the | 
widest possible range of safe and effective family planning methods in 
order to enable them to make free and informed choices. | 

Access: Identify and remove unnecessary legal, medical, clinical, and regulato- 
ry barriers to family planning information, services, and methods. Meet the 
family planning needs of all groups, including adolescents, and provide 
universal access to a full range of safe, affordable, and reliable family plan- 
ning methods and related reproductive health services. 

Supply: Strengthen procurement and logistical systems to ensure a sufficient 
and continuous supply of high-quality contraceptives. 

Abortion: Help women and men prevent unwanted pregnancies and minimize 
the need for abortion through improved family planning services. Provide 
postabortion care, counseling, and family planning. 

STls: Promote and distribute to both men and women low-cost or free high- 
quality male and female condoms to reduce the spread of STIs, including 
HIV. 

Breastfeeding: Emphasize breastfeeding education and support services. 

Training: Expand and upgrade training in sexual and reproductive health care 
and family planning for all health care providers. 

Follow-up Care: Ensure appropriate follow-up care, including treatment for 
side effects of contraceptive use. 

Research: Increase support for research to improve existing and develop new 

23 m\ me \ds that meet users’ needs and are acceptable, easy-to-use, safe, free of 
side «cts, effective, and affordable. Give priority to new methods for men. 
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